Higher surgical training in the UK faces a cut of two years. We conducted a questionnaire survey to assess the operative experience of current higher surgical trainees in otological surgery and the likely effect of the proposed reduction from six to four years.
INTRODUCTION
Surgical training in the UK, as in most parts of the world, has been made up of cumulative experience through mentorship and apprenticeship. The first major change came with the introduction of the Calman reforms in 1995. This was intended to allow a smooth transition between the junior and senior training grades and to ensure a uniform standard of training across the country. This also brought about a slight reduction in the overall training period for most trainees and there were concerns in many quarters about the competencies of the products of the new system. [1] [2] [3] [4] [5] When the first batch of Calman trainees were interviewed 6 39% perceived gaps in their clinical training. Higher surgical training in the UK now faces curtailment not only through a proposed two-year cut in duration but also through the effects of the European Working Time Directive. 1 Other adverse influences are waiting time pressures and the loss of potential training material to independent diagnostic and treatment centres.
We examined the possible impact of the proposed twoyear cut in otology training.
METHODS
In November 2002 a piloted confidential postal questionnaire was sent out to 142 higher surgical trainees in otolaryngology in England, Wales and Scotland. Their names and addresses were obtained from the database of ENT UK. Prepaid envelopes were provided and the survey was conducted in two rounds. Respondents were asked for details of major otological procedures performed in one academic year from 1 October 2001 to 1 October 2002. They also recorded their training region (deanery), year of training and type of hospital (teaching/district general). Categories of operations were recorded as recommended in the curriculum set by the Joint Committee on Higher Surgical Training-namely, myringoplasty, cortical mastoidectomy, canal wall down, canal wall up (combined approach tympanoplasty), other major otological procedures (cochlear implants, stapedectomy, ossiculoplasty, osteomas, sac surgery, labyrinthectomy) and skull base procedures (acoustic neuromas, facial nerve surgery, glomus tumours, petrosectomy, cancer surgery). The role of the trainee in the operations (main surgeon or assistant) was also recorded.
were well distributed geographically and the numbers in the six training years were about equal.
By the end of six years of higher surgical training in otolaryngology a trainee will have performed on average 72 myringoplasties, 79 mastoidectomies (cortical 18; modified radical 49; combined approach 12), 7 skull base procedures and 28 miscellaneous procedures including cochlear implants, stapedectomy, ossiculoplasty, osteomas, sac surgery, labyrinthectomy. However in the first four years only the following numbers are reached: 39 myringoplasties, 44 mastoidectomies (cortical 14; modified radical 24; combined approach 6), 4 skull base and 7 others. This represents a statistically significant shortfall (P50.05, Wilcoxon Rank sum).
The nature of surgical experience varies greatly between regions. For example, the average annual number of myringoplasties can range from 7 to 25 while the number of modified radical mastoidectomies can range from 3 to 23.
For more specialized procedures such as combined approach tympanoplasty the exposure can range from 0 to 5 cases per year (depending on whether there is a surgeon in that region performing the procedure). This regional casemix variation is illustrated in Figure 1 . Almost half of the total surgical training experience is gained in the final two years of training. The first three years involve more assisting while the later years see more independent operating (Figure 2) .
DISCUSSION
Over the last two decades a lot of thought has been given to apprenticeship, fellowship and subspecialty acceditation in otology and neurotology. 7 In the UK, with the rapidly changing medical climate, such issues become more pertinent because of their medicolegal implications throughout the future surgical career of trainees. One factor blamed for poor results from training is a reduction in number of procedures performed, 8, 9 and it has been suggested that trainees not wishing to undertake a certain procedure should turn over those cases to fellow trainees keen to take up that procedure. 10 Fellowship training is another option. 11 Schucknecht 12 has suggested separation of training into otology and head and neck so as to save the chronic otitis media and otosclerosis cases for those who wish to pursue that aspect of otolaryngology as their career.
The changing outlook and expectations of the current trainees also has an impact on how training is delivered. In a recent survey only 15.4% of the UK specialist registrars in otolaryngology wished to pursue a subspecialized career pathway though about 71% wished to be a generalist with a special interest. 13 Although a reduction in higher surgical training may suit the generalist, further training will be essential for those who want to pursue a subspecialist interest. In one survey, 14 reasons for pursuing subspecialty fellowships were 'inadequate training during training', 'personal interest' and 'increased marketability'.
If the training period is reduced to four years it will need to be intensified to make up the shortfall in operative experience, and a training curriculum needs to be considered. Of programme directors in US radiology residency programmes, more than three-quarters wanted national curriculum guidelines. 15 It will also have to be strictly monitored through procedures that reflect competence.
Our concerns about training in otology echo those expressed in other specialities-in this Journal most recently by senior house officers in ophthalmology. 16 In the USA most programme directors and chief residents of general surgical residency programmes believe the most important aspect of training to be the acquisition of surgical judgment and skill, and favour a more structured approach in the 260 technical aspects. The need for an adequate number of surgical procedures to reach competency is a recurring theme in most surgical subspecialties. 14, 17 Reduction in training in otologic surgery from six to four years will substantially reduce surgical experience. To maintain current high standards of training this shortfall needs to be made up either by intensifying the shorter training or by setting up accredited otology fellowship centres for prospective otologists.
